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Child/ Adolescent Questionnaire

Please fill out this biographical background form as completely as possible. It will help me in our work together. All information is confidential as outlined in the Agreement Service form. If you do not desire to answer any question, please write “Do not care to answer.” If it does not apply to you leave blank. Please print or write clearly and bring it with you to the first session.

General:
Date_______________________
Name of Patient_____________________ Male/Female___________________________
Date of Birth________________________ Age___________________________________
Adress___________________________________________________________________
City_______________________________ Zip Code_______________________________
Home Phone________________________ Work phone____________________________
Name of parent(s)/caregiver__________________________________________________
Occupation of parent(s)/caregiver______________________________________________ 
Primary Language of patient_______________ Primary lang. of parent/caregiver________
Emergency contact person/phone number_______________________________________
Name of patient’s school_____________________________ Grade Level_____________
Educational level of parent(s)/caregiver_________________________________________

Areas of Concern
Presenting Problem/Why are you seeking counseling?_______________________________
___________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________

Parent/family concerns about patient:___________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  

Do you have any specific goals with regards to treatment for patient:_____________________________
_____________________________________________________________________________________
______________________________________________________________________________

Do you have any particular concerns/fears with regards to patient’s treatment:______________
______________________________________________________________________________
______________________________________________________________________________


Estimate the severity of the above problem: 
Mild____ Moderate____ Severe_____ Very Severe_____

Family Background/History
Current family household/living situation (List names/ages of all family members living in the home):________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Family History of Mental Illness (include violence, trauma, substance use, etc.)__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are there any recent changes in family dynamics that may be impacting your child, such as divorce, separation, blended family, grief/loss issues, etc.? Please explain_________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

  Briefly describe your family’s expectations of your child, parenting style & discipline_________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Briefly describe your family’s culture/values, religious/spiritual background & socio-economic status_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Early Developmental History of Patient
Explain prenatal care/events, desired/undesired pregnancy, description of delivery, birth weight of patient, any medical conditions/complications____________________________
_________________________________________________________________________
How many months old was patient when:
Crawling:_________    Walking:__________   Climbing:________ Running:___________

Language (single words, sentences, articulation)
_________________________________________________________________________

Personal Care
Dress/feed self__________________                        Toilet Trained (Yes/No)____________ 
Problems with Bedwetting (Yes/No)____________ How Long_______________________

Does patient have an active IEP/receives special education services? Please explain_________
_____________________________________________________________________________

Psychological History
Has your child received mental health treatment before?_______________________________
When for how long?_____________________________________________________________
What was focus of treatment?_____________________________________________________
Name of treating therapist(s), address(es), telephone number(s)__________________________
______________________________________________________________________________
Has your child ever been subjected to one or more psychological tests?____________________
If so, by whom?_________________________________________________________________

Has your child ever been hospitalized for mental/emotional problems? ____________________
If so, when & how long?__________________________________________________________
Explain the reason for your child’s hospitalization?_____________________________________
______________________________________________________________________________
______________________________________________________________________________ 
Name of treating therapist(s), address(es), telephone number(s)__________________________
______________________________________________________________________________

Is your child currently taking medications (psycho-tropic meds.) & prescribed by whom? Please
explain_______________________________________________________________________
______________________________________________________________________________

Does your child have a history of suicide attempts?____________________________________
Does your child have a history of self-injurious behaviors?_______________________________
Does your child have a history of violent/homicidal behaviors?___________________________
______________________________________________________________________________
Are there current suicidal thoughts? Please describe___________________________________
______________________________________________________________________________




Has your child been subjected to verbal, physical, emotional, sexual abuse? Please describe.___
______________________________________________________________________________
______________________________________________________________________________

Has your child/family been a victim of a violent crime? Please describe____________________
______________________________________________________________________________
______________________________________________________________________________

Medical History
Has your child been diagnosed with a serious illness? Please describe_______________________________________________________________________
Last physical exam date?__________________ Name of Primary Doctor___________________
Medications/Vitamins?___________________________________________________________
Any Allergies/Medical Conditions?__________________________________________________
Does your child have problems with drugs/alcohol? Please explain________________________
______________________________________________________________________________
______________________________________________________________________________

Other Information
Please describe your child’s interests/hobbies_________________________________________
______________________________________________________________________________
Briefly describe family strengths____________________________________________________
______________________________________________________________________________
Please feel free to include any other information that you believe is relevant to your child’s mental health treatment, not previously requested.____________________________________
______________________________________________________________________________
______________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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